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1) | hereby confiem that all detalls in this Form are True o the best of my knowledge. Any false stalement will render my Application & ongoing assistance, If any,
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2} | sokemnly confirm that assistance. ¥ recehved irom Koshiks Foundation, will be used only for the *purpose®, as stated in this Form, for which such assistance
was requesied by me
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medium, inclucing but not limited to werbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating Information about it's
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By nfaing hereundar, signature of our Autharined Signaiory lor rcommanding this case/patisnt for linancial assisiance from Keshika Foundalion, we
(Hospital ) hereby alfirm & accept following:
1] thist wo nelihor are prosenty nor will i future avail of fnancial assistance from anothsr NGO of any ather source, lor the same patient/cass. as we are
requesting 1o get from Kashika Foundafion, io the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Kashika Foundation, in part or in full, then the Hospital reserves It's right fo make up the shorttall fram another NGO or any other source. This
canfirmalion essenlially states that the Hospital will not avail any duplicate assistance for tha same patient/case from any other NGO or any other source
) The assistance from Koshike Foundation is onty financial in nature. The chaice of the ireatment/procedure advisediconductiad by the Hospitsl on the
patient, is based on the arangemen! betwisen the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, tha Hospital will

assume gole & complete responsibility of the troatment & its outcome & safety of the patient, and Koshika Foundation will have no rok or responsibility
in the malisr.
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